Introduction
Practice Points  Empowerment of women is essential for achievement of sustainable development.
 Less than half (42%) of currently married women participated in all four discussions regarding their own healthcare, child healthcare, major households purchases, and visits to their family or relatives'.  Women's age, their occupation, place of residence and NGO membership had a significant association with women's empowerment in deciding all four discussions.
 Educated women (secondary + ) were 1.35 times more likely to seek their own healthcare and 1.57 times more likely to seek child healthcare than those of non-educated women.  Women's participation in workforce should be increased so that women can be self-dependent financially and their participation in decision-making would be encouraged.
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Abstract
Empowering women is an important subject to achieve targets for the Sustainable Development Goals (SDGs) of Bangladesh. There are several indicators to measure the empowerment of women. Health seeking information is one of the most important indicators in this regard. This study aims at identifying the levels and patterns of women empowerment in relation to health seeking behavior in Bangladesh. Bangladesh Demographic and Health Survey (BDHS) 2011 data was used for the study. A total of 16635 women of reproductive age were included in this study. Only 42% of recently married women participated in all the four discussions regarding their own health care, major household purchases, child health care, and visiting their family or relatives. Cross tabulation and logistic regression analyses were performed to know about women empowerment in relation to health seeking behavior on decision making, controlling the effect of other independent variables. The results showed that about 63% women were empowered (either by themselves or jointly with their husbands) to decide on their own healthcare seeking and around 67% in healthcare seeking for their children. Working women were 1.734 times more likely to seek their own healthcare than non-working women. Again rural women appeared to be 21% less likely to seek child healthcare compared to urban women. The results of this study showed that seeking health information empowered women to promote their self-confidence, filter the information, manage life problems successfully, feel strength against health problems and disabilities, and be encouraged to seek more information.
terms of women empowerment. 9 The 2011 Global Gender Gap Index developed by the World Economic Forum, ranks Bangladesh as 69th out of 135 countries in terms of gender equality. 10 Previous studies showed that empowerment of patients resulted in favorable health outcomes, such as increased power of decision-making, freedom of making choices and accepting the responsibility. 11, 12 Moreover, the process also helped to develop trust in relations; inform choices; facilitate adaptation, well-beings, and hopefulness; increase speed of personal developments and awareness of one's own world; identify one's own strengths and abilities; feel more powerful, higher self-confidence, higher personal satisfaction, higher self-efficiency; and eventually improve quality of life. 13, 14 Health information seeking behavior can promote health knowledge and consequently formulate the judgments, believes, acquisition of adequate knowledge for identifying the alternatives and available resources for doing different activities and taking into account the positive and negative aspects of issues. 15 In this respect, it is necessary to empower patients toward acquiring, processing, and understanding the basic health information. 16 The available literature in this regard mentioned various capabilities as the outcomes of seeking health information.
However, few studies have been performed on seeking health information in general and health information seeking behavior in particular in Bangladesh. The aim of this study was to identify the levels and differentials in women's empowerment in terms of decision-making authority in relation to health seeking behavior in Bangladesh. The study also examined the relationship between women empowerment and health seeking behavior in Bangladesh. The findings may be a tool in hand for policy makers in implementing policies, which might raise the status of women and should help to achieve the targets for the Sustainable Development Goals (SDGs).
Materials and methods
The study used data from Bangladesh Demographic and Health Survey (BDHS) 2011. 17 The survey followed a stratified two-stage cluster sample design based on the 2001 census. At the first stage, 600 primary sampling units (PSU) are selected consisting of 393 rural and 207 urban units with probability proportional to size (PPS). At the second stage, a random sample of households is selected from each of the PSU and all ever-married women of the selected households are interviewed by using systematic random sampling technique.
Univariate and bivariate analyses are used for descriptive measures. Bivariate relationships between dependent and independent variables are examined by using Chi-square test of association. To identify the factors influencing women's empowerment, binary logistic regression was carried out. Four models were estimated, in the first we estimated women's empowerment in own health care (yes= 1, no= 0), in the second model we estimated women's empowerment in child health care, in the third model we estimated women's empowerment in large household purchase, and in the fourth model we estimated women's empowerment in visiting relatives' homes as dependent variable and various independent (demographic, socioeconomic and program) variables. Women's empowerment is defined as the decision was taken either by themselves or jointly with their husbands. The model examines the effects of demographic and other socio-economic characteristics on the likelihood of women empowered. In the analysis of the model, women's empowerment is measured as dichotomous variable coded 1 if a woman decided (about own healthcare, child healthcare, large household purchase, and visiting relatives' homes) on the date of interview and 0 otherwise. Logistic regression model is used for the analysis. 18 The coefficients in the analysis represent an increase or decrease in the log odds of being occurrence of an event (versus not occurrence) associated with a unit or category change in an independent variable.
The mathematical model is expressed as: 
Results
A total of 16635 recently married women; aged 15-49 years participated in this study. About 32% of the participants were aged <25 years old followed by 19%, 28%, 21% aged 25-29 years, 30-39 years, and ≥40 years respectively. Only 74% of the women had some years of formal education. A total of 30.2% had primary education whereas 43.5% had secondary+ education. Among the participants, only 13.3% had some sorts of formal work and rest of them (86.7%) were housewives. Almost 90% of the participants were Muslim; while 10% had other religions. About one-third (35.9%) women were members of some NGO and only 12.6% were married for ≥18 years. However, it was apparent that 63.1% women had power (either by themselves or jointly with their husbands) in deciding their own healthcare seeking, 66.7% in healthcare seeking for their children, 59.6% in spending resources on major households items, and 62.7% in visiting relatives' homes. The socio-economic and empowerment status are summarized in Table 1 .
The results of cross-tabulation for women's empowerment in decision making and socio-economic characteristics are presented in Table 2 . Besides women's working status, women's age, age at marriage, women's and partner's education, residing place, and NGO membership had a significant association with women's empowerment in deciding their own healthcare seeking. Women's empowerment in deciding child healthcare seeking seems to be associated with their age, occupation, place of residence, NGO membership, and religion. Signification association was also found between women's empowerment in deciding large households purchase and women's age, their occupation, NGO membership and place of residence.
The logistic regression analysis revealed that there were differences in terms of significant variables and their level of significance (Table 3 ). Husband's education is no longer significant with women's empowerment in deciding their healthcare seeking. Working women were significantly more (OR=1.73, p<0.001) likely to seek their own healthcare. Women's age, their education (secondary+), and place of residence had a significant impact on women's decision making about own healthcare seeking. Rural women appeared to be less likely (OR=0.795,p<0.001) to seek child healthcare compared to urban. Working women, their age, education, and NGO membership appeared to affect women's empowerment in child healthcare seeking significantly. The significant impact on women's empowerment in deciding major household purchases appeared with women's age, education, husband's education (secondary+), occupation, place of residence and NGO membership. After controlling the effect of other independent variables age group ≥40 years were significantly more likely (OR=2.22, p<0.001) to be empowered in deciding about visiting relatives home. Women's working status, their education (secondary+), 42 place of residence, and NGO membership also had significant effect on women's decision making about visiting relatives' homes.
Discussion
In this study, we identified the levels and patterns of women empowerment in relation to health seeking behavior in Bangladesh. A good number of participants in our study reported empowerment in deciding own healthcare, healthcare for children, deciding major households purchasing, and visiting relatives homes respectively. A study conducted by National Institute of Population Research and Training (NIPORT) in 2007, reported 55.8% women decided own healthcare, 64% children's healthcare, 63.6% for major households purchases, and 58.7% for visiting relatives' homes.
2 These findings also suggest that women empowerment is increasing day by day.
Different socio-economic factors affect women's decision-making patterns. Women aged ≥25 years were significantly more empowered in deciding own healthcare, child healthcare, large households purchasing, and visiting relatives compared to women <25 years. But these findings of this study are inconsistent with other studies where it has been argued that women aged ≥25 years were more likely to maintain the traditional gender roles of husband and wife and less likely to consider extra-familial demands even if it becomes own healthcare matters. 9 This may because, approximately one-third of the participants were aged <25 years and around 74% of them were rural women.
This study found that women married at less than 18 years had more empowerment (except decision-making authority in visiting relatives' homes) which is inconsistent with previous studies. 7 However, statistical significance was found only in empowerment in deciding child healthcare. It is likely that women married at ≥18 years are also likely to have better education and have a higher likelihood of outgoing behavior due to delayed marriage.
Women's education had a significant impact on women's empowerment in deciding women's own healthcare (for secondary+), deciding child healthcare, purchasing large households items, and visiting relatives (for secondary+). These findings of this study are consistent with other studies where it has been argued that schooling for girls and enrollment rates reduce gender inequality in education. 19, 20 Similarly husband's education had a significant impact on women's empowerment. Women whose husbands had some years of formal education were less empowered in terms of decision making for child healthcare, and major household purchases except empowerment in deciding own healthcare seeking. It is likely that naturally educated husbands are more self-confident making them more authoritative than non-educated husbands.
Working women had higher empowerment and results were statistically significant for each case. Women employment is considered as an important determinant of women empowerment. 5, 21 Most probably, working women are more competitive while competing for roles gives women greater excess to 
participants of this study were only women. Information from both men and women could generate more reliable information on women's empowerment. Secondly, only four indicators were used to measure women's empowerment in decision making. Thus, the findings do not indicate women's overall empowerment but rather especially focus on these indicators.
Conclusion
This study is first-to-date to examine the relationship between women's empowerment in health seeking behavior and socio-economic variable. The results of this study indicate the importance of women empowerment trough foraging their health information seeking rights and comprehensive health information management.
From the above discussion, we observe that the extra familiar sources of information and resources, which increase their potential autonomy in family settings. 7 NGO membership had a significant impact on women's empowerment. Studies found that participation in credit programs is positively associated with a women's level of empowerment defined as a function of their relative physical mobility, economic security, ability to make various purchases on their own freedom from domination and violence within the family, political and legal awareness, and participation in public protests and political campaigning. 22 In our study, religion had no significant impact on women's empowerment except child healthcare seeking. May be the reason is 90.0% women were Muslims.
There are a number of limitations of the study. Firstly, the EHS: Empowerment in own healthcare seeking, ECHS: Empowerment in child healthcare seeking, ELHP: Empowerment in large household purchase, EVRH: Empowerment in visiting relatives home 
